The phenomena observed in those cases where there occurs, independently of valvular disease, an obvious pulsation in the jugular vein, indirectly confirms the whole of the above position. An undulatory motion is seen to be succeeded by the more distinct pulsation; and this pulsation is synchronous with the pulsation in the carotid artery.
Again: the ordinary explanation-that the dilatation of the ventricles is passive only, and solely caused by the forcible discharge, by the auricle, of blood into them, and thus forcibly effecting their distension-is not only inconsistent with the above view, but the structure of the auricle does not warrant such a conclusion: it has neither the general strength nor the character of fibre for the exercise of so large a power.
Without discussing what may be the motive power exercised upon the blood in its course through the veins-how much may be due to capillary force, and how much to an elastic or even to a contractile power proper to the veins themselves-I here hazard the opinion that the auricle fulfils two evident conditions; the one, in connexion with the vense cavw and sinus, of being the ready vessel of supply, whence the ventricle, or heart proper, receives that blood which, on its expansion, it requires; the other, that of being an elastic expanding vessel, and representing one of those enlargements which invariably accompany the valves of the veins, by which the blow of the suddenly contracting ventricle, and the consequent sudden closingo of the valves on the incoming stream of blood, are compensated for. And I would further hazard the opinion, that any muscular power which the auricle may exert on the propulsion of the blood is only secondary.
Assuming this simpler view of the heart's action to be correct-viz., that the ventricles first act by a process of exhaustion, so as to suck in the blood, and then by contraction propel it onwards-we will pass on to a consideration of the sounds, normal and diseased, thereby emitted.
[ THE concluding chapter of our recollections shall be a rapid survey of the morbid occurrences of interest, which we have noticed, and the measures of treatment preferred at the Clinique in various diseases of the eye and of its appendages. To this end we shall proceed in the order as the organs topographically succeed each other from before backwards, briefly relating at their proper places those few cases in point, which our scanty notes supply.
Starting, then, from the affections of the lids and their vicinity, we find that Trichiasis and Distichiasis are met either by the removal of the tarsal edge;
or, as the case may require, the excision of separate hair-bulbs only; or, more generally, by the operative plan of Arlt and Jasche, further modified by Von Graefe himself. The modification consists in the addition of a vertical incision, about two lines long, near each angle of the tarsus; mostly both, sometimes, however, only one of them, performed prior to the splitting of the ciliary margin. The union of these lateral incisions by sutures is the last act of the operation. The dissection of the triangular piece of skin from above the tarsal bridge, after it has been circumscribed by the knife, is effected with scissors. Sometimes a strip of integument, if still retaining the roots of some lashes, is yet separately removed from the tarsal border.
The customary operation for Entropium is by removal of a quadrangular piece of skin from below the inverted tarsal edge, and subsequent suture. The ligature plan does not appear to be practised.
Ectropium is more generally discussed by the operative transplantation of the integument, the triangular gap resulting from which is as much as possible lessened by the employment of sutures. The canthoplastic operation, or the excision of a wedge near the outer corner, are steps often collaterally adopted. In the case of a boy affected with organic ectropium of the right lower lid, which, though slight, extended over the entire length .of the tarsus, and had arisen from long bygone bone-disease (a little fleshy growth in a depression at the outer angle still betraying the former fistulous opening), an incision an inch long was made, in direct continuation of the outer commissure; the lower lid was, by a tedious process, subcutaneously detached from its extensive adhesions fax down the cheek, and so far as the ala nasi, until it was thoroughly moveable, when a small wedge near the outer commissure was removed from the lower lid, and the tarsal edges of both lids were pared with scissors a good way towards the middle of the palpebral aperture. The Another most strange case, which we shaU briefly notice, was that of a country woman, some 50 years old, who appeared with her eyelids firmly pinched together, and in whom pressure successively on the following nerves-the supraorbital, temporal, infraorbital, and subcutaneous malar of each side-was altogether unavailing to break the spasm; when, at length, the finger introduced into the mouth, and, after some delay, correctly applied upon the lower maxillary nerve of the right side, succeeded by energetic pressure in opening the eyes of this poor woman, staring aghast at the scene before her-a wondrous spectacle, not without intense concern beheld even by such an adept in diagnostics as Dr. Joseph Meyer, who happened to be present.
Pressure upon the inferior maxillary nerve of the left side had but little effect; whilst that on its fellow of the right, all-efficient as it was, proved exceedingly painful. The explanation was found in the fact that the right lower jaw was the seat of rather extensive bone-disease which had apparently resulted in the denudation of the nerve. The cure of the disease, obtained by appropriate treatment, removed the anticipated necessity of dividing the nerve. In the section of the latter, as Professor von Graete hinted, the neighbouring artery would have had to be taken into serious consideration.
Literature bears witness that this subject of pathology has enlisted Von Graefe's interest from a very early period of his career, and he seems to have been most steady in his devotion. In one of his private waiting-rooms, a corner is occupied by a piece of elaborate wood carving-a large chest supported by trestles, with a chain and padlock in front, and having the dedication carved on it, Eterna gratitudine subcutaneus malce. It was, we heard, replenished with choice cigars, presented by an Italian gentleman who bad been cured of his blepharospasmus by neurotomy. And having once entered so far on the path of what may be thought indiscretion, we venture to go a step further in stating that the Professor did not win his fair companion in life before he had rescued her from her troubles by a series of neurotomies. We saw a curious china cup, with a beautiful face painted on it, having the right eye covered by a delicate finger, while it lcoks bright enough out of the other.
Proceeding to the chapter of Muscular Affections, we shall, without dwelling on the notorious penetration with which paralytic disease of the muscular apparatus of the eye is investigated and dealt with at this seat of learning, confine our remarks to the subject of Tenotomy.
First, then, as to Concomitant Squint, our impression is that a single operation is not frequently considered to be all that is requisite, but that two operations, performed at varying intervals, are the rule; whilst a third operation appears but seldom to be found necessary; and a fourth, though we have once witnessed it, is of course a very rare exception. We have never seen both eyes operated on in one sitting. It is needless to say that Von Graefe, particularly in this province of eye-surgery, does not rest satisfied, more than can possibly be helped, with approximate results; as we might have stated when speaking of lid-operations, and as we shall see again in the chapter on cataract, so, more especially, in ten- 
